

 DOCPROPERTY "Category"  \* MERGEFORMAT 
(Insert manufacturer name & logo)
 TITLE  \* MERGEFORMAT     SUBJECT  \* MERGEFORMAT  


Blood group compatibility form

Recipient

	Name:
	

	Medical Record No (ID No):
	      (attach label, if available)

	Date of Birth:
	


	Diagnosis:
	

	Paediatric Patient?
	( No    ( Yes. If yes, patient’s weight (kg)
	
	age
	

	Transplant Centre:
	
	

	Transplant Consultant:
	

	Product:
	( HPC(A)    ( HPC(M)    ( HPC(CB)    ( T CELLS(A)     ( Other:
	


	Blood Group:
	
	Test Date:
	
	Test Centre::
	

	Recorded by (sign):
	
	Confirmed by (sign):
	


Donor 

	Name:
	

	Medical Record No (ID No):
	(attach label, if available)

	Date of Birth:
	


	Blood Group:
	
	Test Date:
	
	Test Centre: 
	

	Confirmatory 

Blood Group:
	
	Test Date:
	
	Test Centre: 
	

	NOTE: Confirmatory blood group is to be performed from the first product collected or on the donor at time of collection

	Results from red cell antibody screen available
	( Yes  ( No  Reason: ________________________________

	Recorded by (sign):
	
	Confirmed by (sign):
	


	Compatibility determination
	Donor

	
	Recipient
	A
	B
	O
	AB

	Compatible? 

( Yes  ( No
If No,
Major Incompatibility?

( Yes  ( No

Minor Incompatibility?

( Yes  ( No
	A
	Compatible
	Major & Minor
	Minor
	Major

	
	B
	Major & Minor
	Compatible
	Minor
	Major 

	
	O
	Major 
	Major
	Compatible
	Major

	
	AB
	Minor
	Minor
	Minor
	Compatible

	
	

	
	
	RhD Pos
	RhD Neg Anti-D Neg
	RhD Neg Anti-D Pos

	
	RhD Pos
	Compatible
	Compatible
	Minor

	
	RhD Neg 
	Major
	Compatible
	Compatible


	Processing requirements
	( Buffy coat enrichment      ( Plasma reduction      ( CD34+ selection      ( Other:

	Cryopreservation required?
	( No   ( Yes
	If Yes,   ( Donor plasma        ( TMU issued matched plasma 

Note: AB CMV negative plasma is required for paediatric patients

	Recorded by (Name)
	
	(Sign)
	
	Date:
	

	Confirmed by (Name)
	
	(Sign)
	
	Date:
	

	If incompatible:   ( Reviewed by Facility Director      (Sign)
	
	Date:
	


	Transplant Date:
	
	Provide copy of form TMU at transplant 

	Provided to TMU ( (fax (Insert fax no.) / email (Insert email) ) by (Sign)
	
	Date:
	

	Transfusion requirements noted (Name)
	
	(Sign)
	
	Date:
	


Author: (Insert author’s name)
Revision: (Insert revision number) 

Owner: (Insert document owner’s name)
Page 1 of 1 Updated Sept 2019
Active Date: (Insert active date)

